Introduction
The occurrence of paraplegia or paraparesis in a person who has a fused hip joint already, poses a difficult management prob lem. At the very outset the patient cannot sit on a conventional wheelchair, because his hip is fused in a relatively extended position. It therefore needs to be rendered mobile for rehabiliation to proceed. If the patient has a complete neurological lesion, the decision is not difficult. A Girdlestone arthroplasty will suffice. If however, the neurological lesion is incomplete, an exci sion arthroplasty will allow the patient to sit, but it renders the joint less stable. If he recovers to the point of being able to walk, this is a clear disadvantage. Two patients are reported whose case histories illustrate both problems. On 25 August 1989 a left S-ROM total hip arthroplasty was performed. The patient had an uneventful recovery, and is now walking with crutches. 
Case reports

Discussion
The first stage of mobilisation after the occurrence of paraplegia is sitting a patient in a wheelchair. This is impossible if the hip is fused in the 'ideal' position, namely however, neurological recovery is possible, as suggested by motor or sensory sparing, no matter how minor, then many other factors must be considered. The rate and extent of neurological recovery are unpre dictable. A patient requires a minimum of grade 4 muscle power about the hip to control it. In Case 1, the patient had a neurological injury superimposed on 6 years of hip muscle disuse. If early and substantial neurological recovery had occurred, total hip arthroplasty would have been con sidered. Conversion of the fused hip to a total hip replacement is known to give a good functional range of movement, with maintenance of stability. 4, 5 However total replacement is generally avoided in para lysed limbs, because of the lack of muscle control and the risk of dislocation. Knudsen et al 6 reported one patient with a spinal cord lesion who underwent total hip replacement with an 'acceptable' result, but the precise extent of the deficit was not disclosed. In Case 1, significant recovery did not occur in the first 3 months after injury. Thus, it seemed appropriate to apply the simpler solution -Girdlestone arthroplasty.
The time from accident to hip mobilisa tion was 99 days in Case 1 and 103 days in Case 2. In retrospect, a Girdlestone arth roplasty should have been carried out much earlier in both patients to reduce the risk of thromboembolic and urinary tract complica tions, from which they had both suffered. Had the second patient been managed in our institution from the outset, it is likely that the procedure would have been carried out earlier. In both patients, excision arth roplasty was successful in allowing them to sit normally. The extent of late neurological recovery in the first patient was such that walking became a real possibility. Therefore restoration of hip stability, at the same time preserving motion, was required, and a total hip replacement was carried out. Conver sion of a pseudarthrosis to a total hip replacement has been shown to be an effective procedure in terms of restoring hip stability, improving function, and decreas ing leg length discrepancy. 7 The risk of infection in total hip arthroplasty is in creased when there has been previous sur gery to the hip.8 There is also a risk of heterotopic bone formation about the hip, both as a result of repeated surgery, 9,10 and as a consequence of the neurological lesion.
It is the authors' impression that an early decision to restore hip mobility should be made, to minimise the risks of trophic ulceration, thromboembolism and urinary tract infection, and to allow rehabilitation to proceed. It is felt that advantages of this policy outweigh the possible complications References of a further procedure on the hip joint, in the event of neurological recovery.
